Perioperative myocardial infarction (PMI) is a major cause of morbidity and mortality in patients undergoing noncardiac surgery. Ashton *et al* found that patients with coronary disease (high-risk stratum) had a 4.1% incidence of MI, patients with peripheral vascular disease but no evidence of coronary disease (intermediate-risk stratum) had a 0.8% incidence, and patients with high atherogenic risk factor profiles but no clinical atherosclerosis (low-risk stratum) had a 0% incidence.\[[@ref1]\] Mortality from myocardial infarction (MI) after noncardiac surgery\[[@ref2]\] is believed to be 10 to 15%. High-risk patients experience perioperative MI 3.0% of the time.\[[@ref3]\] The incidence of PMI is expected to increase as the population ages and more complex operations are performed on high-risk patients. It is one of the most difficult challenges an anesthetist can face irrespective of his experience and know how in dealing with such complications. One of the main reasons for this is absence of typical ischemic symptoms especially under anesthesia. You will be lucky if you are monitoring your patient with lead II and V and find ST T changes in time, but the patient may present with sudden hemodynamic instability and or arrhythmias. One of the best ways to avoid such catastrophes is to have a definite plan of management for suspected cardiac patients going for noncardiac surgery. Aggressive preoperative assessment should be carried out and proper risk stratification performed in order to frame a tailored induction plan followed by a safe and effective maintenance and later recovery as deemed best. There are some traditional high risk factors which should specifically be looked into, which include, history of congestive heart failure (CHF), ischemic heart disease, cerebrovascular accident, renal dysfunction and obviously high risk surgery itself. There are some important questions a perioperative physician should ask himself about the patient which include "Is my patient in the best condition to be taken for this operation"? Can my patient\'s clinical condition be optimized better than what it is now? The anesthetist should liaise with the patient\'s physician/cardiologist if deemed necessary. Never forget to ask about the functional status of the patient, which will give you an idea about his stress tolerance. Once you get satisfied with the workup of the patient, that no further step can help to improve more than what his clinical condition is now, then it is explained to the patient or the caretakers and planned for the operation. Preoperative visit by the anesthetist goes a long way to help in building confidence in the patient regarding coming event of operation. Necessary medication orders can be given for the patient and premedication advised if the patient is anxious. Induction must be carried slowly and the drug dosages tailored to the effect rather than typical calculations according to the weight basis so as to avoid sudden drop in blood pressure that can jeopardize the coronary filling and thus put patient under high chance of getting myocardial ischemia and even PMI. Choice of the drug is not of very high importance but the way it is given is what really makes the difference. Patients with coronary artery disease don't tolerate hypovolemia as they usually have significant diastolic dysfunction in which the hemodynamics is maintained by high filling pressures and sinus rhythm, meaning thereby even small decreases in volume status can make major changes in the hemodynamics of the patient. Such patients should always have a central venous line inserted for all except minor surgeries, for measuring the volume status and administering vasopressors or inotrope s if needed, to maintain hemodynamics close to baseline. For high-risk surgeries pulmonary artery catheters (PAC) or even transesophageal echocardiography (TEE) can be used if you have enough experience in using these monitoring tools, to get objective information regarding the volume status and the cardiac function of the patient. The key to perioperative management is to maintain a stable hemodynamics as much as possible. Blood should be administered if hematocrit goes below 24% and if patient is on high vasopressor support then it should be maintained above 30% so that maximum oxygen delivery is ensured.

According to the type of surgery, patient is filled adequately keeping central venous pressure (CVP) close to baseline values with appropriate fluids, blood and blood products as necessary. On completion of surgery every patient does not need to remain intubated but will need at least 24 hours monitoring in a high dependency unit (HDU) where hemodynamic and close EKG monitoring can be done to detect any episode of myocardial ischemia or infarction.
